INTRODUCTION
Ethiopia is one of the countries which were hard hit by HIV. The prevalence was 6.4% in 2001 and 4.4 in 2003 (1, 2) . The current prevalence of 1.2% leaves the country with close to 741,478 people living with HIV (3) . There are 439,301 people who have ever been started on ART. In terms of total numbers the country has reached ART coverage of 79% (4) .
Several factors contributed positively towards this rapid expansion of the services. The unprecedented level of financial support received through PEPFAR and Global Fund, availability of guidelines for public-health approach, and strong commitment from the Ministry of Health/Federal HIV/AIDS Prevention and Control Office together with local leadership and partners contributed to these remarkable achievements (4) .
The focus of many reports has been on the number starting treatment and retention. One of the major aims of the national anti-retroviral program is to ensure that HIV-positive individuals are diagnosed, rapidly linked to an organized program of chronic HIV care, and placed on antiretroviral therapy as soon as they become eligible (5) . It has been proved that if HIV infection is detected early and prompt linkage and treatment initiated, mortality and health care expenditure declines. Late initial access to ART poses serious risks. For instance, in South Africa, delaying initiation of ART as briefly as 30 days was found to pose a high risk of death (6) . In numerous studies, earlier access to ART -as measured by CD4 cell count -after a patient's CD4 cell count falls to near 200, has been shown to be related to a lower risk of mortality (7) .
Linkage to care can be problematic. While the design and organization of the care cascade varies greatly depending on the country, access to ART in most low-and middle-income countries is generally a multi-step process, in which there is substantial loss at each step. In studies in subSaharan Africa, a median of 41% of patients were found to be lost prior to receiving CD4 staging results, a median of 54% of those receiving CD4 counts are lost prior to being found eligible for ART, and a median of 32% of those found eligible for ART are lost prior to starting ART (8) . Under the Ethiopian national ART program, in 2005-2008, 61% of persons testing HIV-positive were reported to have been "immediately" linked to chronic HIV care (9) . A detailed analysis of 2,191 adult patients who were enrolled in chronic HIV care between January 2003 and December 2008, more than half the patients were linked from HIV testing to chronic care within one day, and half of those placed on chronic care initiated ART within 16 days. Waiting times were longest for patients entering care prior to the start of the national program, and shortest for patients entering during in the period 2005 to 2006 (10) . There are various risk factors for delayed enrollment in HIV care. Some of these include lack of awareness, mental illness, fear of stigma and stigma (11) . Other factors were responsible for late ART initiation in a multilevel study in Cameroon including male gender, knowledge about the disease, presence of integrated PMTCT service, place of residence, being single, level of education and period of treatment (12, 13) . Most studies define late presentation as having low baseline CD4 cell count or other clinical criteria like being in advanced WHO Stage at presentation However, additional data is lacking on the typical time course for linkage to care and placement on ART in Ethiopia irrespective of baseline clinical characteristics.
This study aims to use the advanced clinical monitoring (ACM) cohorts to provide an exploratory analysis of the time course from HIV diagnosis, to enrollment in chronic care, to ART start. It also intends to look at the effect of the duration of each stage on survival of the patients.
METHODS

Study setting and design:
This study uses the Advanced Clinical Monitoring (ACM) cohort from the seven university hospitals providing chronic HIV care. The full description of the study design, participant selection, data collection process and full description of the study cohort can be found in the methodology paper (14) . In short, this was a prospective observational longitudinal study. Study subjects were enrolled randomly from those in HIV care in the selected health facilities. Study sample and period: All adults and adolescents more than 14 years of age and Clients found to be taking medications at a different facility were censored as were those lost to follow-up cases during survival analysis (14) . Main study and outcome variables: Time from HIV diagnosis to enrollment in chronic HIV care (T-1), time from enrollment in chronic HIV care to eligibility for starting ART (T-2) and time from eligibility for ART to treatment initiation (T-3) were the main study variables. Each time variable was used to study its effect on the next time variable and survival that is effect of T-1 on T-2, T-3, and survival; effect of T-2 on T-3, and survival; and effect of T-3 on survival as shown on fig 1. Data source: De-identified and de-linked electronic record was used as data source. The data set was maintained at each study site. Data clerks were trained and assigned for the sole purpose of maintaining this database. All entered data was regularly checked for 
RESULTS
All 4,159 patients eligible for study that that fell in the period free ART was initiated (after 2004) who were older than 14 years were in the adult and adolescent cohort were included. Baseline characteristics of the patients are displayed in Table -1 below. Most patients (92%) were above 24 years of age. More than half (61%) were female and 32% of all patients fall in the category of baseline CD4 count which is less than 100. 83% of patients have disclosed their HIV status. figure 2 . Overall, around 75% of clients were enrolled in the first week after knowing their HIV status (Table 1) . Upon examining factors which affect the length of T-1 (Table 2) , it can be seen that among those who eventually started ART, early enrollment was more likely in the earlier years of chronic HIV care (before 2007). Relatively speaking, it took longer for those with higher baseline CD4 cell count (>349) to enroll in care.
Time from Enrollment to Eligibility: As seen on figure 3 below, the median duration for T-2 has a declining trend after 2008 and remains at or below 2 days after that. Around 64% of clients are found to be eligible within one week of enrollment (Table 1 ). As seen on Table 3 below, it can be seen that relatively speaking, asymptomatic patients and those with lower baseline CD4 cell count) were assessed to be eligible early on. It took longer time for those with higher CD4 cell count at baseline to become eligible and this was true across all time periods. In the period 2008-2010, late eligibility assessment was additionally associated with non-disclosure and female gender.
Time from Eligibility to ART initiation: As seen on Figure 4 below, T-3 has been increasing over the years. 48% of client started treatment within one month of eligibility for ART (Table  1) . Upon examining the factors it took longer for younger adults, asymptomatic patients, those Treatment outcome: The majority (78%) of clients was still active in care at the end of follow-up while 11% died and 3% were lost to follow-up (Table 1) .
Mortality:
As can be seen in Table 5 Early enrollment, eligibility assessment (mostly), and initiation of treatment later after eligibility were found not to be risk factor for mortality. Neither did age, and disclosure status. 
DISCUSSION
All in all, the different milestones in the continuum of HIV care provision were being met in relatively better time intervals. Time to enrollment (T-1), and time to eligibility (T-2) were within one week for nearly 75% and 64% of clients, while ART initiation was within one month following eligibility in 48% of cases. The percentage of clients active in care was 77% in the study cohort, while those who died amounted to 11%. The pattern of late enrollment of clients earlier in the roll out of the national free antiretroviral treatment program (2005) (2006) (2007) could be attributed to service delivery factors like weak referral and linkage at the time where the program was still in its infancy. This has greatly improved later on as peer supporters or educators started providing linkage and counseling support. In Ethiopia this was started in 2007. (20) (21) (22) (23) Another factor potentially attributable for this may be the technical assistance provided by international non-governmental university partners through PEPFAR (US President's Emergency Plan for AIDS Relief) program. (24) Late enrollment could also be due to patient factors as evidenced by longer time for linkage after diagnosis among those with higher CD4 cell count (25, 26) . This may be because healthier patients didn't feel the need for immediate follow-up as it happens with many chronic illnesses (27) . On the other hand, earlier enrollment for those with lower CD4 cell count may point to a very acceptable health seeking behavior since these are the clients who needed care sooner than later. However, this must be seen separately form the more common case where those with lower CD4 or advanced WHO stage fail to link to care at all for several reasons including accessibility of health facilities. (28) The fact that the majority of clients become eligible in the first week of enrollment indicates that first, the assessment to determine eligibility was being carried out effectively in most of the study facilities; second, most clients enrolling in care becoming eligible indicates the late appearance of most clients for treatment after progressing to advanced disease stages. (29) (30) (31) The fact that more healthy patients (asymptomatic and those with higher baseline CD4 cell count) became eligible as time went by may be a reflection of the fact that eligibility criteria changed from lower (<200) to higher (<350) CD4 cut-off. (32) It is no surprise that clients with higher baseline CD4 cell count took longer time to become eligible which is in line with slow CD4 progression for those who present to care soon after infection or with higher CD4 cell count. (18, 33) A significant proportion of clients started ART soon after eligibility (48%); that is, within one week. This is rather a worrisome pattern since it is important to take time to prepare clients for treatment well before commencing ART. National as well as international guideline clearly state that at least 2 to 3 visits be taken for adherence counseling and preparation and start other important preventive therapies like cotrimoxazol preventive therapy. (5, 18, 34) The potential negative effect to this may be reflected in poor treatment adherence, increased risk for side effects or even mortality especially whenever there are hidden opportunistic infections like tuberculosis. (35) (36) (37) Increased risk for mortality has also been documented in this study among those starting ART sooner as compared to those starting ART after one week from eligibility experiencing much better survival. This was statistically significant after 2011 with better long term survival for those starting ART one month after eligibility. Therefore, from this point of view, it is good news that the median ART initiation time is progressively increasing and approaching the two weeks limit as shown in figure 4 . However, long term mortality was modeled to be better if early ART was not associated with lost to follow-up or mortality in a study done in sub-Saharan Africa. (38) In the current study, late initiation after eligibility was associated with younger age, diagnosis after 2007 and late eligibility assessment (>1 month) and higher baseline CD4 count. Accessibility is not an issue in this scenario since most of the clients were residents near study sites or within the town the health facility in question. It may be the result of late CD4 cell count assessment or at times negligence by providers to implement improved eligibility criteria. That may be the reason behind most of these cases being Other important factors associated with mortality include being male gender, having low baseline CD4, and advanced disease stage at ART initiation. These factors were reported in several studies as well that consistently show that late presentation is associated with adverse outcomes. (39) This study shades light in the progress the HIV care in the study sites took from the earlier periods to the very recent past. It also identifies key challenges that may require further investigation as the program evolves. For instance, with the current cut off for eligibility being at an ever higher level of 500 CD4 cell counts, people may become even more reluctant to start treatment because of the general wellbeing they experience or late enrollment. (4) This may hamper efforts to initiate other interventions like positive living, tuberculosis prophylaxis, and so on. Therefore, as further criteria are introduced that promote initiation of treatment for more healthier people, the role of peer educators or adherence supporters and health care providers may become even more important to stress the advantage of starting treatment sooner than later. Another curious finding is that while disclosure of HIV status was high at 83% as reported in other studies as well, it was not associated with timely enrollment, ART initiation, or better survival even though it is known that clients who have disclosed have better adherence to medication. (40, 41) At the same time, the study has identified lingering implementation challenges resulting in late enrollment, late eligibility assessment and late ART initiation which require further follow-u. Finally, further study is required as to why mortality is higher among those diagnosed with HIV after 2011 which is paradoxical since eligibility has progressively increased and patients are starting care earlier.
Limitations
The primary limitation of this study is that it includes only those patients who reached the point of ART treatment. Therefore, it is subject to survival bias. (19, 42) The distribution of time courses from diagnosis to treatment may not be representative of the overall HIV+ population for a number of reasons. The ACM cohort has a bias toward identifying those patients with better access to care, earlier. It does not include HIV+ patients who were diagnosed but never access clinical care or those who died or were lost to follow up before they started ART having started follow-up.
The other limitation is data quality. There were missing data elements for which statistically estimation was done through imputation. Even though this represents probably the best scientific guess, some outcomes may still have been affected. Another issue is the level of lost to follow-up. At 3%, even though, it is much lower than previous reports from other studies (10, 43) , it still possess a challenge to make definitive conclusion concerning mortality estimates and determinants.
